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Partial entcrocele, or hernia in which only a portion of 
the gut wall is pushed into the hernial sac, is as interesting as it 
is rare. 
Its mode of production is still a matter of dispute, as the 
condition must be clearly distinguished from the true intestinal 
diverticula. Whether these cases sometimes begin from a pre¬ 
formed false diverticulum, or always acutely as an accidental 
strangulation of some portion of the wall of the small intestine, 
is still a mooted question, and one mainly of academic interest. 
To the surgeon it presents itself as a form of strangulated 
hernia, most dangerous because of the lack of typical symptoms. 
The hernial sac in these cases is generally small, its contents a 
portion of intestinal wall, and omentum very exceptionally. 
With dense and unyielding walls and a narrow aperture in 
which the partial enterocele is caught, the strangulated portion 
of the gut wall soon loses its vitality, and gangrene, perforation, 
and general peritonitis even, may ensue, before the case assumes 
clinically the appearance of real gravity. 
In some of the reported cases a pre-existing hernia has 
been present, but in the majority it is very small or entirely un¬ 
noticed, until, after some unusual strain perhaps, a small swell¬ 
ing develops at the site of one of the hernial openings, and 
becomes painful. From the fact that only a portion of the intes¬ 
tinal wall is engaged in the neck of the sac, the typical signs of 
acute intestinal obstruction, so early developed in ordinary cases 
of strangulated hernia, may not appear until late, or until the 
inflammation with its accompanying swelling has spread to 
and involved the unstrangulatcd portion and led to its complete 
occlusion. 
1 Read before the New York Surgical Society, October 14, 1903. 
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The portion of intestinal wall involved in partial enterocele 
is generally the convexity opposite the mesenteric attachment. 
The lateral wall, however, may be the seat of strangulation, 
simulating a true diverticulum, or even the mesenteric border of 
the gut may be implicated. 
When such a hernia docs occur, it must be evident, from 
its very nature, that the interference with the circulation in the 
involved portion of the gut must soon be followed by swelling 
and infiltration of its tissues, by the outwandering of the intes¬ 
tinal bacteria through the damaged gut wall, and a general 
infection of the sac and contents. Adhesions between the gilt 
and the neck of the sac protect the general peritoneum from in¬ 
fection for a little time, but finally this feeble barrier is over¬ 
come and a general peritonitis rapidly develops. This course 
of events is admirably illustrated in one of the cases to be 
reported. 
Since the conditions in strangnlatcd partial enterocele are 
such that considerable damage to the intestinal wall is bound 
to have occurred before the diagnosis is made or an operation 
undertaken, resection of the gut will of necessity have .to be 
resorted to in most of the cases as an essential part of the treat¬ 
ment/ The following cases drawn mostly from the records of 
the J. Hood Wright Hospital serve to illustrate some interesting 
points in connection with the diagnosis and treatment of this 
rather unusual and very dangerous form of hernia. 
Cask I.—Strangulated Inguinal Hernia (Partial Entero- 
cele); General Peritonitis. 
W. II.; twenty-two years; January 10, ?8p8. Seen in 
consultation with Dr. J. A. Jenkins; four days ago seized with 
acute abdominal pain and vomiting; pain became more severe 
and constipation absolute. Seen by Dr. Jenkins thirty-six hours 
later; cathartics given without result; pain and vomiting con¬ 
tinued; distention of the abdomen developed and bis condition 
became steadily worse. 
Examination.—Patient looked very ill; face pinched and 
drawn; pulse rapid; temperature, 1010 F.; abdomen distended 
and markedly tender over the right side. Fight rectus tense. 
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Examination of inguinal canal on right side revealed what seemed 
to be an enlarged and tender cord. Patient had a hernia twelve 
years before, which was supposedly cured. 
His physician regarded the case as one of obstruction. In 
view of the temperature, tenderness, and apparent peritonitis, a 
diagnosis of appendicitis with peritonitis and obstruction from 
paresis of gut was made. Immediate operation. Under ether 
narcosis, marked right-sided abdominal rigidity was apparent, 
and an elongated mass was felt low down in the right inguinal 
region. An oblique right-sided incision was made over mass 
and the peritoneum opened. There was considerable free scrum 
in the abdominal cavity, the intestinal coils were congested and 
distended, and in separating them to search for the appendix a 
loop of gut was found apparently adherent to the right internal 
abdominal ring. This was freed easily and found to be a 
strangulated partial enterocele. Intestines washed with saline 
solution after partial evisceration, and the damaged loop of gut, 
in view of the patient’s bad condition, was not resected, but packed 
off with gauze and left in the bottom of the wound. Dressing 
changed next day. A very free oozing of serum had taken place. 
Condition growing worse. Temperature, 103° F. Peritonitis 
progressed and patient died the following day. 
Case II.—Strangulated Inguinal Hernia (Right Partial 
Enterocele); Gangrene of Gut; Resection; Murphys Hutton, 
Pneumonia; Thrombosis of Left Saphenous Vein; Recovery, 
H. S.; nineteen years; admitted to hospital January 4> 
1899, at 4.05 a.m. by ambulance. Noticed a small incomplete 
right hernia one year ago. Has b;cn subject to cramp-like pain 
in bowels. The day before admission, he began to have abdominal 
pain, nausea, and vomiting, and noticed a swelling at the site of 
the right inguinal ring. Bowels moved yesterday a.m. Vomited 
three times before admission, On admission he complained of 
epigastric pain, and has had no movement for twenty-four hours. 
Enema brings away fluid but no gas. Legs drawn up and looks 
sick. Examination reveals small tumor filling the upper part of 
the right inguinal canal and coming down to the upper end of 
scrotum. This swelling is tense but not tender, and there is dis¬ 
tinct impulse on coughing. There is marked tenderness at the 
site of the right internal abdominal ring, but not elsewhere. 
There is no abdominal distention. 
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A hot bath was given and moderate taxis made, but unsuc¬ 
cessfully Rectal tube brought away some gas. Operation, 
4 am January 4, 1899. Ether. Oblique inguinal incision. 
Small hernial sac found in the upper end of scrotum; this was 
incised and a small amount of brownish fluid with slight odor 
evacuated. In the upper end of this sac there was a small knuckle 
of gut firmly grasped and lightly adherent. Division of the con¬ 
striction allowed the gut to be pulled down and a typical Richter’s 
hernia demonstrated. A small portion of the wall of the small 
intestine had been pushed into the internal ring and become 
strangulated. This area was dusky and surrounded by a well- 
marked ring of necrotic tissue, which was separated from the 
rest of the healthy wall of the gut. The mesenteric vessels 
leading from it were thrombosed, and there was no evidence of 
vitality after washing in warm saline solution. The site of the 
hernia, with about four inches of gut, was therefore resected and 
the guts ends united by the Murphy button. Sac tied off and 
Bassini s operation done. Patient made a good recovery from 
the operation, and the condition of the wound at the dressing next 
day was satisfactory. On the sixth day of January, two days 
after the operation, a right lower pneumonia developed, and on 
the same day a large tapeworm was passed. Ninth of January • 
wound was dressed, slight fecal odor from the discharge. Wound 
opened and a wet dressing applied. Sixteenth of January Murphy 
wtton passed. Twenty-fourth of January wound granulating, 
secondary sutures and strips. Twenty-eighth of January throm¬ 
bosis of the left internal saphenous vein developed, with pain 
and swelling of the lower extremity involved. This condition 
cleared up in a few days, however, and the patient made a good 
recovery, being discharged as cured March 12, 1899. 
Case Hr .—Strangulated Partial Enterocele; Operation; 
Reduction; General Peritonitis; Secondary Operation; Death. 
A. A,; thirty-five years; admitted to hospital service of 
Dr. Lc Boutillicr, October 13, 1902, with the following history: 
Mas had a left inguinal hernia for three years, had not worn a 
truss nor had any trouble until ten days before, when he was 
seized with severe pain in the region about the umbilicus and 
began to vomit, which vomiting has continued, and lately has 
developed a fecal odor. Bowels have moved once in this time. 
Examination on admission, patient looked very ill; face drawn and 
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anxious; pulse weak; tongue dry and brown. Abdomen some¬ 
what distended, and patient complains of pain about the umbilical 
region, where there is also some tenderness. There is also some 
general abdominal tenderness. At tbe site of the left internal 
abdominal ring there is a small, painful, irreducible swelling, which 
gives no impulse on coughing. Temperature, 99° F.; pulse, 96; 
respiration, 20; urine, negative. Immediate operation by Dr. 
Campbell, the House Surgeon, under instructions of Dr. Le Bou- 
tillier, attending surgeon. The stomach having been washed out, 
gas and ether were given, and an oblique incision made over the 
left inguinal canal; a small, tense, and rather thick hernial sac was 
found, from which, on being opened, a small amount of dark- 
colored fluid with slight odor was evacuated; five inches of 
omentum, also dark-colored, and a small knuckle of dark-colored 
gut slightly constricted at the neck of the sac was found. On in¬ 
cising the point of constriction at the neck of the sac, it was found 
that only a portion of the wall of the gut had been strangulated. 
This portion was black, but, as its color returned somewhat 
under hot saline solution irrigation, it was reduced. The omen¬ 
tum was ligated and excised, and the sac having been lied off the 
operation was completed as a typical Bassini’s. After the opera¬ 
tion fecal vomiting occurred, but the next day the condition had 
much improved; there was a good result from an enema, and 
no vomiting. The patient steadily improved up to the 16th, when 
the temperature rose to 102° F. and the pulse to 120; but there 
was no general tenderness or distention. On the 18th disten¬ 
tion and tenderness were evident, and about noon vomiting began 
and distention became more pronounced. Gas and some fecal 
matter in response to edema; as condition did not improve at 
6 p.m., the belly was opened, and incision of the peritoneum fol¬ 
lowed by escape of gas and feces. Saline irrigation of peri¬ 
toneum. Temperature rose to 107° F. Died at 1 p.m., 19th. 
Case IV.—Strangulated Inguinal Hernia; Partial Entero- 
ccle; Gangrene of Gut; Perforation; Resection; End-to-End 
Anastomosis by Maunscll’s Method; Died. 
P. F.; forty-eight years; admitted'to hospital January 28, 
1897; walked in. He has had a reducible hernia since boyhood, 
and it had never troubled him up to ten years ago, when for a 
time it became irreducible. After this he wore a truss, which had 
held it up well until three days before, when it grew larger, and 
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was no longer retained by the truss, and became, irreducible. 
Vomiting and some pain ensued, but the bowels moved the next 
day, though not since. Vomiting has continued, but is not very 
frequent. Examination by the House Surgeon, who found what 
seemed to be an inflamed irreducible hernia. Sac not tense nor 
especially tender. Temperature, 101.6° F.; pulse, 100; urine, 
negative. Put to bed, ice-bag applied locally. During the night 
some hiccough and felt weak. Next day, enema effectual, tem- 
peratuie falling. January 30, a.m., temperature normal, looks 
very badly. Operation, 2.30 p.m. Ether. 
Usual incision was made over the hernial sac, which was not 
tense, and the sac was opened. Brownish fiecal-smelling fluid 
evacuated. A small knuckle of gut firmly grasped in the upper 
end of sac, was gangrenous, and showed a small perforation. 
Sac washed out, gut released, strangulated area resected, and ends 
joined by MaunscU’s method of anastomosis, after an unsuccessful 
attempt with the Murphy button on account of the difference in 
size and thickness of the proximal and distal ends of the gut. 
Wound closed by Bassini s method, with drainage at angles on 
account of the faecal contents of the sac. After operation, tem¬ 
perature rose, but there was no complaint of pain or tenderness 
over abdomen, which became much distended. February 1, tem¬ 
perature rose to 104° F., distention increased, and the patient died. 
A partial autopsy revealed a water-tight anastomosis, but gan¬ 
grenous edges of the opposed segments and a spot of gangrene 
about four inches proximal to the junction. Too much gut had 
been turned in by suture and the opening at the point'of anasto¬ 
mosis was small. 
Case V.—Strangulated Right Inguinal Hernia (Partial En- 
tcrocelc); Resection; Murphy Button; Recovery. 
W. H.; sixty-four years; admitted February 9,1903; walked 
in. Three years ago noticed rupture, and procured a truss which 
held it up well. Two days ago was seized with pain in the 
right inguinal region, and noticed some swelling in this situation. 
The paiii lias been severe, but no nausea or vomiting. 
Examination,—Just above the right external abdominal ring 
within the canal there is a small swelling which feels like a cyst, 
tense, smooth, 110 impulse on coughing, flat on percussion, not 
especially tender. Diagnosis not made. 
Operation same day. Oblique inguinal incision over mass 
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revealed a small sac which contained about two drachms of dark- 
colored fluid, and at the neck there protruded a small, tense, 
rounded tumor, which proved to be a portion of the wall of the 
small gut which had become strangulated. The area involved 
was clearly gangrenous, so the gut was resected and the ends 
joined by Murphy button in the usual manner. The convalescence 
was uninterrupted, the patient being fed with great care. There 
was a very moderate wound infection which was soon over, and 
the patient was discharged as cured March 8, 1903. 
Case VI.—Strangulated Littre's Hernia; Gangrene; Re¬ 
section of Gut; Anastomosis by the Murphy Button; Recovery. 
W. I-I.; sixty-four years; admitted to hospital February 9, 
1903. Previous history:—Right-sided inguinal hernia, noticed 
ten years ago, but never gave any trouble and always well held 
up by truss. Ten days ago was seized with sudden pain in the 
right inguinal region and noticed a swelling there. No nausea or 
vomiting; bowels have been constipated, but were moved since 
admission. ' Examination shows a lean old man in fairly good 
condition. Heart and lungs negative; arteries slightly thick¬ 
ened. At the right external inguinal ring there is a swelling 
about the size of a walnut,—tense, smooth, irreducible, flat on 
percussion; no impulse on coughing. Temperature, 100.2° F.; 
pulse, 72; respiration, 22. Case seen by writer next day, as it 
was not considered urgent by members of staff who examined it. 
Operation.—Dr. Hotchkiss, February 10, 1903; gas and 
ether. Usual incision; small sac, dark fluid, and a portion of wall 
of small intestine protruding into and strangulated by neck. As 
strangulated portion was gangrenous, gut was resected and ends 
united by the Murphy button. Uneventful recovery. Discharged 
as cured, March 3, 1903. The button passed several days later. 
In reviewing these six cases, the writer is struck by the 
lack of uniformity in the symptoms, the absence of any single 
pathognomonic sign which would have made an early diagnosis 
reasonably certain, and, finally, by the great disproportion be¬ 
tween the severity of the earlier symptoms and the real gravity 
of the case. 
